Sir,
Gastrointestinal (GI) endoscopic procedures and awake fibreoptic bronchoscope (FOB)-guided intubation usually require sedation. A subset of population requiring these modalities are known to have altered pharmacokinetics and are very sensitive towards respiratory depressant actions of sedative drugs, owing to the nature of their disease or age.
A retrospective analysis on 73,989 GI endoscopic procedures done under sedation at three centres over a period of 5 years found that endoscopic retrograde cholangiopancreatography was the procedure type that was most commonly associated with sedation-related complications. [1] The majority of sedation-related adverse events are cardiorespiratory in nature. Such situations warrant airway rescue measures ranging from bag and mask ventilation (BMV) to endotracheal intubation resulting in inadvertent delays or even abandonment of the planned endoscopy procedure.
FOB-guided intubation has a considerable learning curve prompting it's training in apnoeic or deeply sedated patients, which in turn has its own implications. FOB in such scenarios is greatly facilitated by the use of endoscopy masks which are designed to allow BMV during the endoscopic procedure or prolonged attempts at FOB-guided intubation. A number of such masks are available which have a more or less common design namely a standard mask with a 22 mm central port and one to three ports of varying dimensions for introducing FOB or endoscope. Some have provision for intubation and end-tidal CO 2 monitoring. [2, 3] However, the price is the principal deterrent to their widespread use.
We describe an endoscopy mask assembled with the components commonly available in the operating rooms. The components of this device [ Figure 1a ] include a connector (22F/22F), a T-piece with two 22 mm port and one 22 mm port filed to reduce its diameter to 18 mm and a 5-12 mm laparoscopic port with bladeless trocar and sleeve removed. One of the 22 mm ports of T-piece is connected to the standard 22F aperture of a transparent facemask. Laparoscopic port mounts vertically on the filed 18 mm port of T-piece. The other 22 mm port of T-piece is connected to anaesthesia Figure 1b ]. The use of this assembly can be made operator friendly using a mask harness. Upper GI endoscopy and at times FOB can take longer than expected, BMV in such a scenario could be ably aided by a mask harness.
While performing FOB, one operator can stand at the head end and the other operator while standing opposite to him, can perform BMV using Esmarch-Heiberg manoeuvre (two-hand technique). However, this will require a third operator or the use of anaesthesia workstation in ventilator mode. Mask harness will provide a definite advantage in reducing the number of operators and operator fatigue. The device can be utilised to serve the purpose of BMV during FOB guided intubation and upper GI endoscopy. The entire assembly, in fact, is very economical since it employs ethylene oxide sterilised laparoscopic port, T-piece costing around 60 rupees and a universal connector around 100 rupees. Compared to this, endoscopy masks available in the market can cost anywhere between 5000 and 11,000 rupees. The laparoscopic port is central to this device. The port has an internal diameter of 20 mm and is used for gas insufflation and to pass laparoscopic instruments with a diameter ranging from 5 mm to 12 mm. The dimensions of this port support the intended use of various endoscopes, endotracheal tubes, FOB and provide stability during instrumentation [ Figure 2a and b]. These components are easy to assemble and disassemble without damaging the individual components, endoscopes or endotracheal tubes. Limitation of this mask for FOB guided intubation is that it can only be used with endotracheal tubes whose connectors can be disconnected. We have successfully tested this device on the manikins available at the simulation laboratory of our centre. Our innovation with the equipment commonly available in the operating rooms is just right to fill in the plug and could go a long way in the training of FOB guided intubation. 
Intraoperative wandering atrial pacemaker with isoflurane anaesthesia
Sir,
Wandering atrial pacemaker is an arrhythmia originating from the shifting pacemaker sites from the sinoatrial node to the atria and/or atrioventricular node and back to the sinoatrial node. [1] We report an incident of wandering atrial pacemaker occurring intraoperatively during surgery for testicular torsion.
A 10-year-old boy, American Society of Anesthesiologists (ASA) physical status I, undergoing surgery for a right-sided testicular torsion had received fentanyl, propofol and atracurium for anaesthesia management. After securing his airway with a ProSeal™ laryngeal mask airway, anaesthesia was maintained with isoflurane, air and oxygen under standard ASA monitoring. During manipulation of the testis, he had an episode of bradycardia with heart rate decreasing from 88/min to 54/min without any hypotension or oxygen desaturation that persisted for about 15 s. This was followed by an arrhythmia with rate of 74-78/min having varying P wave morphology and PR interval that resolved spontaneously [ Figure 1 and Video 1]. We diagnosed it to be a case of wandering atrial pacemaker as the heart rate was between 60 and 100/min, with slight irregularity, beat to beat changing shape and size of P wave of at least three different forms, varying PR interval but normally appearing QRS complexes. [2] The likely cause of occurrence of arrhythmia was vagal stimulation caused by testicular manipulation. All commonly used volatile anaesthetic agents including isoflurane are known to cause enhanced automaticity of subsidiary atrial pacemakers, [3] thereby predisposing to the development of atrial arrhythmias and wandering pacemaker phenomenon. Monitoring and recognising this event for possible haemodynamic compromise are important.
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